Adverse drug events (ADEs) cause considerable costs in hospitals. However, little is known about costs caused by ADEs outside hospitals and its effect on productivity. Moreover, no previous studies have explored how alternative methods for assigning resource use and costs to ADEs affects the cost estimate. The aim was thus to describe the direct and indirect costs caused by ADEs and how costs are affected by methodological decisions in assigning used resources to ADEs, and estimating costs for the assigned resources. Methods ADEs were identified from a random sample of 4970 Swedish adults, using medical records from primary care, other outpatient care and inpatient care. Prevalence-based costs for ADEs were calculated based on resource use judged to be caused by ADEs and identified in administrative registers, including direct costs (drugs and healthcare resource use) and indirect costs (estimated from lost productivity during healthcare contacts). For healthcare costs, a sensitivity analysis was conducted for the assignment of resource use and costs to ADEs, to account for resource use for which no cost was registered.
Background
Adverse drug events (ADEs) cause considerable costs in hospitals. However, little is known about costs caused by ADEs outside hospitals and its effect on productivity. Moreover, no previous studies have explored how alternative methods for assigning resource use and costs to ADEs affects the cost estimate. The aim was thus to describe the direct and indirect costs caused by ADEs and how costs are affected by methodological decisions in assigning used resources to ADEs, and estimating costs for the assigned resources. Methods ADEs were identified from a random sample of 4970 Swedish adults, using medical records from primary care, other outpatient care and inpatient care. Prevalence-based costs for ADEs were calculated based on resource use judged to be caused by ADEs and identified in administrative registers, including direct costs (drugs and healthcare resource use) and indirect costs (estimated from lost productivity during healthcare contacts). For healthcare costs, a sensitivity analysis was conducted for the assignment of resource use and costs to ADEs, to account for resource use for which no cost was registered.
Results
The estimated cost for resource use caused by ADEs were EUR 505 per patient with ADEs (95% confidence interval: EUR 345-665). Indirect costs corresponded to 38% of all costs. However, healthcare costs resulting from ADEs increased by up to 84% using alternative methods for assigning resource use and costs to ADEs.
Conclusions
The results adds to the evidence on the large economic impact of ADEs in society and although indirect costs were only estimated during ongoing healthcare contacts, it identifies indirect costs as an important component of the overall costs for ADE. Moreover, the estimated healthcare costs resulting from ADEs varied considerably based on alternative methods for assigning resource use and costs to ADEs.
Key messages:
Indirect costs for lost productivity adds to the economic impact of adverse drug events. Costs for adverse drug events are highly sensitive to alternative costing methods. 
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Background
Patients in critical care settings subjected to endotracheal intubation suffer from a temporary functional speech disorder and can also experience anxiety, stress and delirium, leading to longer and more complicated hospitalization and rehabilitation. Little is known about the use of augmentative and alternative communication in critical care settings. Aim The aim of the current study was to describe the perspectives of healthcare professionals caring for intubated patients on the implementation of augmentative and alternative communication in critical care settings. Methods The design and analysis were informed by interpretive descriptive methodology along with the theoretical framework symbolic interactionism, which guided the study of healthcare professionals (n = 48) in five different intensive care units in Denmark. Data were generated through participant observations and 10 focus group interviews. Results The findings represent an understanding of the healthcare professionals' perspectives on implementing AAC in critical care settings and revealed three themes. Caring Ontology was the foundation of the healthcare professionals' profession. Cultural Belief represented the actual premise in the interactions during the healthcare professionals' work, saving lives in a biomedical setting whilst appearing competent and efficient, leading to Triggered Conduct and giving low priority to psychosocial issues like communication.
Conclusions
Lack of the ability to communicate puts patients at greater risk of receiving poorer treatment, which supports the pressuring need to implement and use AAC in critical care. It is documented that culture in biomedical paradigms can have consequences that are the opposite of the staffs' ideals. The findings may guide staff in implementing AAC strategies in their communication with patients and at the same time preserve their caring ontology and professional pride.
Key messages:
Improving communication strategies can enhance patient safety and make a difference in patient outcomes. Increased knowledge of and familiarity with augmentative and alternative communication strategies can provide healthcare professionals with a feeling of competence. Background Participation rates in health surveys has been declining over the years. This is unfortunate, as this may make surveys less representative of the population. The Portuguese Health Examination Study INSEF, organised the National Health Institute Dr. Ricardo Jorge in 2014 -2017, achieved a participation rate of almost 44%, which is very good for a health examination survey. This abstract examines how such good results were achieved.
